and more likely to receive inferior mental health care. 8, 12, 13 Further, even with improvements in access to quality mental health services, 8, 14 African Americans continue to underuse those services. 13, 15, 16 In part this is because improving access does little to address perceptual barriers experienced by rural African Americans, including stigma.
Delays in seeking treatment for mental issues have also been associated with low mental health literacy. 17, 18 Recently, cultural barriers, language, doctor-patient relationships, and reliance on the support of the religious community have been identified as factors affecting African Americans' use of mental health care. 19, 20 Thus, cultural preferences and beliefs need to be taken into account in devising interventions to address depressive symptoms.
Faith has been found to aid in handling stressful events, 21, 22 and African Americans have been shown to give great importance to spirituality in care for depressive symptoms, 19, 23 including the use of prayer and faith. African Americans also seek support from informal networks, their community, neighborhood, and family. In rural African American communities, the church is one of the most trusted institutions, with a long history of shaping community values and norms. Rural African
American churches have also served as community "gateways"
or venues through which advances in health care have been translated into real world settings. Churches are available in nearly every community, and because of their mission of service and caring for others; they serve as the site of numerous health promotion programs. They can thus help to make mental health programs more successful. 24 African American pastors and the church are often on the front line, counseling persons with mental health problems. 25, 26 This can be a great advantage in rural, lower socioeconomic communities.
However to date, no evidence-based depression interventions have targeted the rural African American faith community. 27 COMMuNITy ENGAGEMENT AND PARTNERSHIP CBPR has been identified as a vital approach to eliminating health disparities. 28 The University of Arkansas for finally, given the stigma associated with depression, use of a term such as stress or something less threatening rather than calling an intervention a "depression intervention." Other studies have also found that African American populations described depression as "stress" or "a funk." [35] [36] [37] The focus group participants said that the intervention did not need to be different for men and women, but should be delivered separately for the two groups, both to provide opportunities for male bonding and to address gender-specific issues. 
Development of the Trinity life Management Intervention
The Trinity Life Management intervention is based on the theory of self-efficacy 38 and on Social Network Theory. 39 The theory of self-efficacy states that efficacy expectations affect behavior, motivational level, thought patterns, and emotional reactions to any situation. 38 Self-efficacy expectations are beliefs in the capability to perform a specific behavior.
Based on this theory, the intervention incorporates core self-management skills to strengthen self-efficacy, including problem solving, decision making, resource utilization, forming of a patient-health care provider partnership, and action taking. 38, 40 Research has demonstrated that self-efficacy is important for effective disease self-management. [41] [42] [43] The ultimate goal is for persons to maintain or obtain a state of positive mental functioning, resulting in productive activities, fulfilling relationships, and the ability to adapt to change and cope with adversity. 44 Social Network Theory takes into account the social relationships surrounding individuals and their effects on individuals' health behaviors and health.
Networks exert influence directly, indirectly, and interactively.
Their influence is grounded in social norms, relationship characteristics, and the base of power. 45 These three factors interact to assist individuals within social networks to improve their coping resources and health behaviors. 33 The theory provides a framework for harnessing the power of social relationships to increase coping self-efficacy, which in turn should reduce perceived stress, psychological distress, and depression.
As noted, religious communities often provide mental health support to individuals in rural areas, where service shortages are common. In a recent study, high depression literacy was associated with greater perceived need for and use of religious leaders for help with men's mental health issues. 17 Given the links among health literacy, culture, and religion in rural African American communities, interventions that address depression for this population should take these into account.
Stage 1. Creation of the Intervention Prototype
The content and structure of the collaboratively developed intervention was based on a) the focus group results, 34 b) evidence-based programs (e.g., the Chronic Disease SelfManagement Program), c) evidence-based stress management techniques, 46 and d) national recommendations and guidelines (e.g., the National Institute for Mental Health, the American Lung Association). Based on the community's input, the focus of the intervention was refocused from depression to a stress-distress-depression (impairment) continuum 47, 48 with the aim of providing parishioners the self-management tools and techniques they need to effectively cope with stress. On this continuum, the state of a person's mental health depends on the amount of stress/distress and impairment involved.
The lines separating states of mental health are not precise because it is not clear at which point a concern becomes a problem, or a problem becomes an illness. The goals of the intervention are thus to 1) enhance participants' knowledge of the stress-distress-depression continuum, including risk factors, symptoms and consequences, 2) increase participants' ability to distinguish between experiences of stress and depression, and 3) strengthen participants' self-efficacy for performing stress self-management behaviors when faced with life challenges.
The research team developed a faith-based stress management intervention prototype, designed to be implemented in gender-specific, small group settings to encourage peer support and provide parishioners the tools and techniques they 
Stage 5. Trinity leaders Training Material Development
Because the intervention is led by lay health leaders, Trinity
Leaders, it was essential to develop training for these leaders.
The training is based on The WORD (Wholeness, Oneness, Righteousness, Deliverance) 50 and includes both group and selfstudy activities delivered in modules. PowerPoint presentations, Fall 2015 • vol 9.3 computer programs, group discussions, reading assignments, and role playing are used to deliver the training. The CAB felt it was important for persons chosen as Trinity leaders to have knowledge of the Bible and experience in leading groups (Bible study, Sunday school), and to be respected in the community.
Because the intervention is delivered in gender-specific groups, it was also necessary to identify both men and women to lead the sessions. The training includes information on skills that foster group activities, co-leading, and being nonjudgmental.
Additionally, leaders are educated on the stress-distress-depression continuum, the connection between faith and health, and behavioral strategies to manage stress. Because of the potential for encountering participants with suicidal thoughts and ideations, the training also includes ways to handle these situations, and protection of human subjects, using the Collaborative Institutional Training Initiative online training. Community members clarified that although this is desired in theory, in reality some churches are territorial and do not want to share assets and resources. As the relationship developed, the research team's ideas about the faith community changed, and they gained a better understanding and appreciation for the community's assets, culture, and beliefs.
CHAllENGES AND lESSONS lEARNED
After participating in the intervention development, the attitudes and understanding of health of some CAB members also changed. They said they learned how to incorporate exercise and stretching into daily activities and they had a better understanding of mental health. One of the pastors said that the health information he learned influenced some of his sermons. Another CAB member said he had not known how much time, energy, and thought it took to develop a research intervention. He found a new appreciation for this and felt proud to be a part of the intervention's creation. Although CAB members were not able to attend all of the meetings, their insights were invaluable for intervention development.
Last, the shift to a stress-distress-depression intervention was not anticipated by the research team. The stigma attached to depression and other mental illnesses is an on-going challenge and may explain the lack of evidence-based depression interventions in the African American faith community.
Other studies 20, 34, 51 have noted the stigma of depression among African Americans and rural communities. Even some CAB members expressed beliefs depression is a sign of weakness or caused by demons. Conflicts between CAB members and the academic team did not occur, but it is unclear whether these views were changed after involvement in intervention development.
CONCluSIONS
Many CBPR principles were used in this development of the intervention, including recognizing the community as the unit of identity, building on community strengths and resources, and facilitating of co-learning and capacity building. The collaboratively developed Trinity Life Management intervention is designed to meet the needs of the rural African American faith community while providing an opportunity for community empowerment and capacity building of community partners. The lay health leader design enables community members to lead the intervention, promoting community leadership, and increases lay leaders' knowledge of the stress-distress-depression continuum and stress self-management skills. Last, engagement and collaboration with the community have led to incorporation of community priorities, which help to support longevity and sustainability of the intervention after the conclusion of the research.
As with any community-engaged study, much time and energy were required to build trust. For the Trinity Life Management intervention, additional time and commitment were needed for the intervention development. A major concern of the CAB was whether the community would be ready to receive information on stress-distress-depression and be willing to make changes in their lives. A feasibility study of the Trinity Life Management intervention will now be conducted in the community to "test" the intervention materials, but also recruitment strategies, intervention sites, and community readiness. The academic team and community members are both committed to long-term efforts to decrease the experience of depression among rural African Americans.
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